lithotripsy to successfully clear his diseased biliary segments. The patient required multiple attempts to clear the volume of stone disease within his biliary system. Over a short-term follow-up period the patient remains sepsis free with clear biliary system within the treated biliary segments. Conclusion: Multidisciplinary HPB approach and utilization of laser lithotripsy in management of complex intrahepatic stones may spare patients repeated surgical drainage procedures; However, such patients may require multiple sessions to minimize the volume of stone disease within the diseased biliary segments. EPTT It is a useful alternative technique to the current traditional methods, especially in the cases of bulky pancreas and very proximal tumours located at the neck of pancreas. In the video we demonstrate the steps of the procedure including mobilisation of the pancreatic body from the retroperitoneum, ligation of the splenic vessels and division of the parenchyma with energy device till the level of the pancreatic duct. The closure of the pancreatic stump is demonstrated using the CLASP technique by isolating the pancreatic duct (PD), application of a double ligaclip on the proximal duct, division of the PD and finally suturing of the pancreatic stump.
EPTT-046 VIRTUALLY CLIPLESS PARENCHYMAL TRANSECTION FOR RIGHT HEPATECTOMY USING A ZERO FORWARD FRICTIONAL ENERGY DEVICE
E. Kontis, M. Papoulas, R. Gurprashad, N. Heaton and K. Menon Institute of Liver Studies, King's College Hospital NHS Foundation Trust, United Kingdom Energy devices play a key role in contemporary surgery. This is most true in laparoscopic liver surgery where energy devices offer quicker, bloodless and efficient parenchymal transection.
We present a video case of a 40-year-old female patient who underwent laparoscopic right hepatectomy for a large hepatic adenoma with the use of a zero forward friction energy device. Hepatic parenchyma transection with the zero forward friction energy device achieves minimal blood loss during transection and effective sealing of the biliary radicles. This device minimizes unintentional injuries to major intrahepatic vein branches (i.e. Seg V vein) due to the absence of forward friction beyond the jaws of the device succeeding effective and accurate coagulation and sealing. The need of using clips or suturing during parenchymal transection in formal right hepatectomy is minimal when the anatomical planes are not violated and the appropriate instruments are used for coagulation and sealing of the parenchyma.
EPTT-048 ARTERIAL AFTER PORTAL VEIN EMBOLISATION AND SUBSEQUENT RESECTION AS SALVAGE PROCEDURE IN LOCALLY ADVANCED PERIHILAR CARCINOMA
S. Stättner, F. Primavesi and M. Maglione Visceral, Transplantation and Thoracic Surgery, Medical University Innsbruck, Austria Background: Perihilar cholangiocarcinoma (phCC) is a rare tumour with challenging diagnosis and treatment. Surgery remains the only potentially chance for cure, combined with adjuvant chemotherapy according tot he BILCAP trial, long term survival is possible. Methods and results: A 37 year old lady was diagnosed with phCC and jaundice in a peripheral hospital. After endoscopic drainage, laparoscopy and subsequently a conventional exploration was performed and ended due to local lymph nodes metastases. She was referred to a HPB center, where portal vein embolisation was performed and an extensive exploration another 8 weeks later had to be stopped due to local extension into the peripancreatic tissue. After 6 months of a double chemotherapy regimen with Cisplatin and Gemcitabine she presented to our center. With ECOG 0 and very young age in mind we performed coiling of the left hepatic artery and subsequently did a combined extended right hepatectomy with pylorus preserving duodenopancreatectomy, portal vein resection and complete arterial resection downstream the common hepatic artery. She recovered after 10 days of postoperative liver insufficiency with a minor R1 resection at the portal vein level. Chemotherapy was introduced 9 weeks after resection. Conclusion: Arterial after portal vein embolisation can lead to subsequent arterial collateralisation making a radical resection of locally advanced phCC possible. With this approach, a salvage surgical therapy for highly selected and fit patients seems feasible.
EPTT-049 LAPAROSCOPIC ASSISTED ERCP FOR TREATMENT OF COMMON BILE DUCT STONES POST-GASTRIC BYPASS
E. Ortiz 1 , P. Romero 1 and P. Barros Schelotto 2 1 IPENSA, and 2 Favaloro Foundation, Argentina
Several surgical options to treat the common bile duct stones after gastric bypass have been proposed. We are HPB 2018, 20 (S2), S827eS845
S840
Electronic Posters (EPTT) e Tricks of the Trade presenting a video of laparoscopic assisted ERCP for treatment of common bile duct stones after gastric by-pass in a female patient. She had a medical history of laparoscopic cholecystectomy, gastric by-pass and open hepatectomy due to abdominal trauma. Then the patient developed symptomatic common bile duct stones.
Sonogram and MRI showed bile duct dilatation and multiple stones. A combined laparoscopic and endoscopic approach was proposed.
After open neumoperitoneum, we tried to identify the gastric remnant. There were a lot of adhesions because of previous surgeries. Later, the stomach was approached and fixed to the abdominal wall. Afterwards, ERCP was performed through an incision on abdominal and gastric wall. We were able to remove all bile duct stones.
After that, the gastric wall was closed by running suture. There were no postoperative complications.
A month later, MRI showed no bile duct stones. The patient has been asymptomatic for a year.
Laparoscopy-assisted ERCP is an options for patients with choledocholithiasis and post-bariatric surgery.
EPTT-050 LIVING DONOR LIVER TRANSPLANTATION FOR BUDD-CHIARRI SYNDROME WITH ABSENT VENA CAVA K. Palaniappan, V. Kota, I. Kaliamoorthy, S. Reddy and M. Rela Institute of Liver Disease & Transplantation, Global Health City, India Budd-Chiari syndrome (BCS) is a rare disease with a multifactorial etiology and is characterized by obstruction of the hepatic venous outflow anywhere from the intrahepatic venules to the suprahepatic portion of the inferior vena cava (IVC). Regardless of its etiology, the subsequent increase in hepatic sinusoidal pressure will lead to portal hypertension and liver failure.
The main technical challenge in LDLT compared to DDLT is outflow reconstruction. The deceased donor graft includes the hepatic IVC and hepatic veins, and the removal and replacement of the native hepatic IVC with a cavo-caval anastomosis between the recipient s native superior/inferior IVC and the donor IVC is easily accomplished. In contrast, the piggy back technique for LDLT involves the preservation of the recipient s IVC, and anastomosis between the recipient s IVC and graft hepatic vein is mandatory in the absence of the donor IVC. Thus, LDLT presents substantial challenges in terms of treating BCS. The key consideration for using LDLT to treat BCS is the management of a stenotic or occluded native IVC and the choice of techniques used to reconstruct the hepatic outflow.
We present a video of Budd-Chiarri Syndrome who presented with Large congested liver with absent vena cava and the technical challenges in performing a LDLT, which included the direct venous outflow reconstruction into the right atrium, shortness of the hilar structures which required both arterial and portal vein interposition grafts. The patient had a successful LDLT and is alive at 18 months post transplant.
EPTT-051 DISSECTION OF THE HEPATIC ARTERY LYMPH NODE FOR THE PREPARATION OF A SAFE LAPAROSCOPIC PORTAL-MESENTERIC VENOUS TUNNEL
G. Kohan 1 , O. Ditulio 1 , F. Duek 2 and G. Raffin 1 1 University of Buenos Aires, and 2 Surgery, University of Buenos Aires, Argentina The dissection of the hepatic artery lymph node, as the first gesture in the dissection of the pancreatic upper border, allows to expose the gastroduodenal artery outlet of the hepatic artery. The aforementioned dissection is facilitated by pulling the stomach upwards. The section of the gastroduodenal artery is made at that moment allowing the exposition of the portal vein at that level. After this gesture, the styling of the laparoscopic tunnel is performed with greater security avoiding a possible injury of the hepatic artery or the portal vein on the upper border of the pancreas. Delayed gastric emptying (DGE) is a common complication following a pancreatoduodenectomy (PD). Although primary DGE occurs in isolation, secondary DGE is attributable to other factors, most commonly post-operative pancreatic fistula (POPF). As the gastrojejunostomy lies in close proximity to the pancreatojejunostomy, intraperiteonal pancreatic fluid is thought to induce inflammation and induce dysrhythmias of the gastroduodenal emptying movements. There are a variety of techniques for performing the gastrojejunostomy: the jejunal limb may be brought up antecolic or retrocolic and a classic (non pylorus-preserving) or pylorus preserving resection may be performed. At our institution we generally utilize a classic Whipple with a retrocolic approach. However, after performing the anastomosis we reduce the gastrojejunostomy through the mesocolic defect and fix the stomach to the undersurface of the transverse mesocolon thus securing the anastamosis outside the lesser sac (Figure 1 ). This effectively uses the transverse mesocolon to create an anatomic barrier between the gastrojejunostomy and the pancreatojejunostomy. The rate of DGE post-PD varies, but 15-20% is a conservative estimate in line with published data. Analysis of 101 consecutive PDs performed at our institution in 2016 revealed an overall DGE rate of 12.9% (n = 13).
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